* Chronic constipation is common in elderly people in long stay hospital and nursing home care and regular laxative treatment is often required * There are few comparative clinical studies of commonly used laxatives * In this study a senna-fibre combination was more effective than lactulose in long stay elderly patients with constipation * Both treatments were well tolerated * The superior efficacy of the senna-fibre combination, without increase in side effects, resulted in considerable cost benefit compared with lactulose.
combination the incidence of adverse effects was no different, both compounds being well tolerated.
The issue of cost effectiveness was addressed in this study. A higher daily dose was needed for an effect with lactulose. There were significant cost savings with the senna-fibre combination over the study period. Extrapolation ofthese data to the large numbers of long stay elderly people in nursing homes and hospitals who require regular laxatives could result in considerable cost savings. These results would seem to concur with statements on the relative expense and efficacy of lactulose.' 4 12 In conclusion, both the senna-fibre combination and lactulose were effective, well tolerated treatments for chronic constipation in long stay elderly patients. Under the study conditions the senna-fibre combination was more effective than lactulose and was a less expensive regimen, a significant advantage in times of clinical and financial audit. We thank the medical, nursing, and pharmacy staff in the participating units for their assistance with this study and Galen Limited and Madaus AG for their contribution towards the study.
Problems in assessing contents of metered dose inhalers D J Williams, A C Williams, D G Kruchek Treatment of asthma with 13 agonists delivered via metered dose aerosol inhalers has been associated with excess mortality from asthma.' The canisters of these inhalers are opaque, and patients cannot see how much medication remains in a canister. This means that such patients may tend to run out of medication, which could be related to the excess mortality from asthma. We investigated whether asthmatic patients were able to reliably assess the amount of medication remaining in a metered dose inhaler and whether they ever ran out ofmedication.
Subjects, methods, and results
From details of repeat prescriptions we identified all asthmatic patients attending a general practice who were aged [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] and used a metered dose inhaler. We notified the patients to come to the surgery with the inhalers they were currently using and any held in reserve. We asked the patients about their use of inhalers and assessed the inhalers by weight.2 When an inhaler's canister floats (at its floating weight) it has delivered its licensed number of doses.2 Although expellant may be obtained from an inhaler beyond its licensed number of doses (36 extra puffs on average for a Ventolin inhaler), there are no published data on the drug content of each puff. As 48 hours is generally required to get a repeat prescription from a general practice, a canister's red weight is when it contains enough expellant for 48 hours' use. 03 Agonists in metered dose inhalers are usually prescribed at two puffs four times daily. The red weight is thus the empty weight (when no further expellant can be obtained) plus the weight of eight doses. We emptied four canisters of each of the metered dose inhalers available (allowing 30 seconds between each expelled dose), measured the appropriate weights, and calculated average weights.
The table shows the answers given by the 51 patients who were interviewed. Only three patients assessed their inhalers by flotation, and when given a nearly empty inhaler none of the patients asked to float the canister before saying that they would continue to use it. Altogether 37 patients sought a replacement when their last inhaler was almost or completely empty, and 36 subjects occasionally or frequently ran out of inhalant (33 of whom had consequently become wheezy or very wheezy). Of the 81 inhalers in current use that were assessed, 21 were at their floating weight and 12 were at their red weight. For five patients both their inhaler for prophylaxis and their inhaler for symptomatic relief were at their floating weights, and for three patients both inhalers were at their red weights. Nineteen patients had no inhaler in reserve. 
Comment
Nearly all the patients in the study continued to use their inhalers after the canisters had delivered their licensed number of doses. More than half of the patients had run out of medication at some time and had consequently become wheezy. Regular inhalation of ( agonists desensitises the 1 receptors of the airways, and withdrawal of the medication (or running out of it) may provoke rebound bronchospasm after 16 hours.3 The use of one canister of a salbutamol metered dose inhaler (Ventolin) a month is associated with a mortality odds ratio of 2 4, and greater use of the inhaler substantially increases the odds ratio.4 This may be because greater use of such an inhaler increases airway desensitisation and increases the chance of running out of medication, increasing the probability of rebound bronchospasm.
Manufacturers of metered dose inhalers are aware of this flaw, and Glaxo stated in a patent for a counter mechanism for inhalers: "the patient cannot determine the amount of medicament in the aerosol container.... This could mean that the patient, possibly suffering from severe bronchospasm and needing a dose of medicament, will find that the aerosol container will not dispense a dose because its contents have already been exhausted." ' We conclude that aerosol metered dose inhalers give insufficient information about the drug remaining in the inhaler and are therefore unsafe. A counter mechanism would rectify the problem. Periductal mastitis and duct ectasia are well recognised,' 2 presenting either with acute inflammation of the breast or with chronic breast symptoms such as nipple discharge. The acute inflammatory changes seen in younger women are probably due to periductal inflammation (periductal mastitis) without duct dilatation whereas the chronic symptoms seen in older women are probably due to duct dilatation (duct ectasia) with minimal inflammation. As recurrent breast abscesses are commoner in smokers, we investigated the association between smoking and either periductal mastitis or duct ectasia in patients with a histological diagnosis.
Patients, methods, and results Between 1981 and 1990, 71 women were identified with a histological diagnosis of periductal mastitis or duct ectasia (cases). Their clinical presentation, use of oral contraceptives, and smoking habits were recorded.
They were designated as non-smokers, light smokers (1-10 cigarettes/day), or heavy smokers (11-40 cigarettes/day).
Two age matched controls were selected for each case from women who underwent surgery for a benign non-breast condition during the same year as the cases (varicose vein removal or cholecystectomy (49), gynaecological procedure (27), otorhinolaryngological procedure (23), skin biopsy (33), and dental procedure (10)). Smoking habits were available for all women but details of oral contraceptive use were unobtainable in 32 controls.
The histopathological specimens from all cases were reviewed, and the degree of periductal inflammation and duct dilatation was graded using a previously described method.2 Analysis was based on X2 and Student's t tests, with analysis of variance and conditional logistic regression.
The mean age of both cases and controls was 43-3 years (range 19-80). The 48 cases with acute symptoms were significantly younger (mean age 40 (SD 13)) than the 23 with chronic disease (47 (14); t=2-06, p=0 043). The cases were significantly more likely to be heavy smokers than the controls (37 (52%) v 24 (17%) heavy smokers, 11 (15%) v 22 (16%) light smokers, and 23 (33%) v 96 (67%) non-smokers, respectively; p<0 001). Of all factors considered, smoking emerged as the only significant risk factor for periductal mastitis or duct ectasia, with a relative risk of 6-2 (95% confidence interval 2-9 to 13-4). Eleven patients had recurrent disease after surgery, of whom 10 were heavy smokers and one a non-smoker. Smoking Smoking correlated significantly with the degree of periductal inflammation (X2=7 5, p=0023) (table).
Duct ectasia was not associated with smoking but was inversely related to the degree of periductal inflammation (p < 0 05) and increased with age (mean age of patients with no dilatation 37 (9), with some dilatation 38 (12) , and much dilatation 47 (14) ; F (2, 67) = 5 022, p = 0 009).
Histologists have always considered periductal mastitis and duct ectasia to be a single disease.'
